Barnhoorn et al. BMC Family Practice (2021) 22:249 H H
https://doi.org/10.1186/512875-021-01609-3 B M C Fa m I |y Pra Ctl Ce

RESEARCH Open Access

: , : ®
Unprofessional behaviour of GP residents i

and its remediation: a qualitative study
among supervisors and faculty

Pieter C. Barnhoorn'’, Vera Nierkens', Marianne C. Mak-van der Vossen?, Mattijs E. Numans',
Walther N. K. A. van Mook** and Anneke W. M. Kramer!

Abstract

Background: Lapses in professionalism have profound negative effects on patients, health professionals, and society.
The connection between unprofessional behaviour during training and later practice requires timely identification
and remediation. However, appropriate language to describe unprofessional behaviour and its remediation during
residency is lacking. Therefore, this exploratory study aims to investigate which behaviours of GP residents are consid-
ered unprofessional according to supervisors and faculty, and how remediation is applied.

Methods: We conducted eight semi-structured focus group interviews with 55 broadly selected supervisors from
four Dutch GP training institutes. In addition, we conducted individual semi-structured interviews with eight desig-
nated professionalism faculty members. Interview recordings were transcribed verbatim. Data were coded in two
consecutive steps: preliminary inductive coding was followed by secondary deductive coding using the descriptors
from the recently developed ‘Four I's'model for describing unprofessional behaviours as sensitising concepts.

Results: Despite the differences in participants’ professional positions, we identified a shared conceptualisation in
pinpointing and assessing unprofessional behaviour. Both groups described multiple unprofessional behaviours,
which could be successfully mapped to the descriptors and categories of the Four I's model. Behaviours in the catego-
ries ‘Involvement'and ‘Interaction’ were assessed as mild and received informal, pedagogical feedback. Behaviours in
the categories Introspection’and ‘Integrity, were seen as very alarming and received strict remediation. We identified
two new groups of behaviours; 'Nervous exhaustion complaints'and ‘Nine-to-five mentality, needing to be added

to the Four I's model. The diagnostic phase of unprofessional behaviour usually started with the supervisor getting a
'sense of alarm, which was described as either a‘gut feeling; a loss of enthusiasm for teaching’ or ‘fuss surrounding the
resident’ This sense of alarm triggered the remediation phase. However, the diagnostic and remediation phases did
not appear consecutive or distinct, but rather intertwined.

Conclusions: The processes of identification and remediation of unprofessional behaviour in residents appeared to
be intertwined. Identification of behaviours related to lack of introspection or integrity were perceived as the most
important to remediate. The results of this research provide supervisors and faculty with an appropriate language to
describe unprofessional behaviours among residents, which can facilitate timely identification and remediation.
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Background

Unprofessional behaviour by physicians compromises
patient-physician relationships, patient safety, and
quality of care. Consequently, it can harm patients’
trust in the medical profession [1-6]. Professional
behaviour — defined as “placing the best interests of
patients at the center of everything you do” [7, 8] - on
the other hand, positively affects patient-physician rela-
tionships, patient and physician satisfaction, as well as
healthcare outcomes [9, 10].

Although lapses in professionalism are a part of
learning [11, 12], research has also revealed a clear
association between unprofessional behaviour during
undergraduate and postgraduate training and unpro-
fessional behaviour in later practice [13—17]. The posi-
tive approach of teaching and assessing professionalism
and supporting Professional Identity Formation (PIF) is
increasingly receiving attention [7, 18—20]. Nonetheless,
the complementary approach of identifying and reme-
diating unprofessional behaviour remains indispensa-
ble [7, 21]. Since unprofessional behaviour is a valuable
signal indicating the stagnation of PIF, remediation is
defined as “the process of facilitating corrections for
physicians and trainees who are not on course to com-
petence or a professional identity” [7, 22].. However,
timely and adequate remediation of lapses in profes-
sionalism can only occur if these lapses are indeed iden-
tified as such [11, 22].

One important reason why lapses in professional-
ism are not identified or are identified too late, (often
termed as ‘failure to fail’), is a lack of appropriate
language to describe unprofessional behaviour and
its remediation [12, 23]. This ‘failure to fail’ implic-
itly promotes the idea that unprofessional behaviour
is acceptable. To overcome this problem, the Four Is
model for describing unprofessional behaviours was
recently developed. The Four I's model consists of
descriptors for unprofessional behaviour, classified
into four distinct categories; lack of Involvement (fail-
ure to engage) Integrity (dishonest behaviour); Interac-
tion (disrespectful behaviour); and Introspection (poor
self-awareness) [12, 24]. The descriptors and the four
categories guide educators in how to document unpro-
fessional behaviour, and in doing so, provide directions
for effective remediation.

The Four I's model originated from research in
undergraduate medical education (UGME). Thor-
ough research into unprofessional behaviour and its

remediation in the postgraduate medical education
(PGME) setting, including the application of the Four
I's model, is thus far absent [25, 26]. Nevertheless,
PGME is a crucial period during which to support PIF,
as residency remains the forge that moulds and tem-
pers the physician-to-be. Therefore, understanding
the development of professional behaviour and the
way in which that behaviour is supported is needed
to detect improvements [21, 27, 28]. Clear descrip-
tors can assist in the timely identification of unprofes-
sional behaviours observed in residents. Insight into
the remediation process can identify efficacious reme-
diation strategies and foster a culture in which resi-
dents’ needs for extra guidance regarding their PIF are
acknowledged. The multi-level professionalism frame-
work for remediation is one of the few tools to guide
and facilitate remediation of unprofessional behaviour.
It was developed to encourage reflection on six levels
influencing professionalism: [1] the environment in
which the learner functions, [2] the displayed behav-
iour, [3] the potential for behaviour or competencies,
[4] the conceptions or convictions the learner holds
true regarding the medical profession and his or her
place in it, i.e. beliefs & values, [5] the way one defines
oneself, or one’s identity, and at the model’s centre, [6]
mission, or what drives people [7].

General practice (GP) is a unique context in which
to address this issue. In primary care, the physician is
the first port of call for patients entrusted to them and,
consequently, this is where the foundation for patient-
physician relationships, patient safety, quality of care and
patients’ trust in the medical profession is laid.

Therefore, this exploratory study aims to:

1) investigate which behaviours of GP residents are con-
sidered unprofessional according to their GP clinical
supervisors and faculty,

2) whether the Four I's model may be appropriate to
describe these behaviours of GP residents and

3) how remediation of unprofessional behaviour is
applied.

Methods

Study design

Based on a constructivist paradigm, we conducted a
qualitative study applying thematic analysis of data
derived from:
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1. focus group interviews with GP clinical supervisors
2. individual interviews with designated professional-
ism faculty members [29-31].

We chose to collect data from GP clinical supervi-
sors and designated professionalism faculty members as
both are confronted with unprofessional behaviours of
residents, however each with different roles in the pro-
cesses of identification and remediation. We chose to
interview the designated professionalism faculty mem-
bers individually since this approach facilitated retrieving
detailed, yet potential confidential information. The con-
structivist paradigm of the study means that participants
and researchers co-created the outcome of this study.
The authors form an interdisciplinary research group of
educational researchers, medical educators and doctors.
They all have expertise in medical education research
and in the field of medicine. VN is a health scientist
specialised in health behaviour. The other authors are
GPs, except for WvM who is an intensivist. A sixth-year
medical student (MS) acted as observer and independent
analyser in the interviews with faculty. We applied the
consolidated criteria for reporting qualitative research
(COREQ) [32].

Study context

Before enrolling in a Dutch specialist GP training pro-
gram, most recently graduated doctors work for some
years in their field of interest to gain additional experi-
ence as a practicing physician. GP resideny training is
offered at one of the eight Dutch GP training institutes
and consists of three years of workplace-based learning,
combined with formal training activities in a university
setting. In years one and three of the program, GP-train-
ees work in a general practice where they are coached
and instructed by a supervising senior GP. GP clinical
supervisors are offered faculty development programmes
in supervising and assessing GP-trainees. These compul-
sory programmes, in which the trainers are GP faculty
and behavioural science teachers, are held multiple times
annually at the affililted GP training institute. Year two of
GP residency training consists of rotations in hospitals,
nursing homes and psychiatric outpatient clinics with
various supervisors. Trainees typically work four days a
week in their training practice. On the fifth day, they par-
ticipate in a so-called ‘day release program’ staffed by GP
faculty and behavioural science teachers. On these days
- designed to facilitate and deepen learning from expe-
riences in practice - residents learn in small groups (10
to 15 residents) about case histories, protocols, skills and
Entrustable Professional Activities (EPAs), with dedi-
cated time for collaborative reflection. Residents’ pro-
gress towards standard performance is monitored using
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the proven reliable and valid Competency Assessment
List (Compass), of which professionalism is an integral
part [33]. Each of the eight Dutch GP training institutes
has one designated professionalism faculty member —
either a GP or behavioural scientist - responsible for
attending to lapses in professionalism and remediation of
unprofessional behaviour.

Participants and procedure

At four training institutes across the Netherlands
we asked a contact person responsible for the train-
ing of GP clinical supervisors to select existing training
groups of GP clinical supervisors to participate in focus
group interviews. We included four groups from Leiden
(LUMC); one from Rotterdam (ErasmusMC); one from
Maastricht (MaastrichtUMC+); and two from Gron-
ingen (UMCG). Hence, we aimed for a broad sampling
regarding practice location (urban versus rural context)
as well as supervisor ethnicity, gender and seniority [32,
34]. For the interviews with faculty, we invited all eight
designated professionalism faculty members.

The main researcher (PB) conducted all focus group
and individual interviews using a standardised inter-
view guide. The semi-structured interviewguide (see
Appendix) was based on a topic list derived from prevail-
ing literature and pilot interviews with both GP clinical
supervisors and faculty who did not participate in the
main study. The main, open questions explored which
behaviours the participants perceived as unprofessional
and how remediation of these behaviours was under-
taken. To facilitate openmindedness and to facilitate
interplay among participants, the terms ‘professionalism’
and ‘Tremediation’ were not predefined. Before initiat-
ing each interview, a brief explanation of the aim of the
study was provided. An observer was present to observe
the interactions between interviewer and interview-
ees and between the participants, to better understand
social norms and values of the topic. When needed, the
observer asked questions to clarify and to drill down
further in the detail. All interview recordings were tran-
scribed verbatim.

Data analysis

Data analysis began as soon as the first data were gath-
ered. PB, VN and MS independently performed coding
and analysis of the individual interviews and focus group
interviews separately.

Because unprofessional behaviours among GP resi-
dents as well as the remediation strategies were not
described previously and because we wanted to be
sure to include all types of behaviour and strategies, we
started with open, inductive coding. The process of anal-
ysis started with PB, VN and MS familiarising themselves
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with the data and providing line-by-line open coding,
using a constant comparative approach to jointly develop
codes and themes. To avoid individual biases, we took an
interactive and reflective approach throughout the cyclic
process of data gathering, coding and analysis [35, 36].
PB, VN and MS developed an initial preliminary code-
book, which was discussed within the team.

Coding and analysing in an interdisciplinary team
facilitated the creation of unique insights from diverging
perspectives and multiple interpretations of the data. Dif-
ferences in interpretation were discussed in regular team
meetings with special attention to divergent codes. On
key themes, consensus with the entire team was sought
and found.

After completing this first round of open coding, and
through comparison of the coding results to the rel-
evant literature, the descriptors from the Four I's model
appeared suitable for describing the aforementioned
unprofessional behaviours. The professionalism frame-
work appeared suitable to analyse on which level reme-
diation took place. Therefore, in a new round of coding,
we adopted a deductive approach. Concerning unpro-
fessional behaviours we used the descriptors from the
Four I's model as sensitising concepts and paid special
attention to text fragments that did possibly not fit in
the descriptors of this model [12, 24]. Concerning reme-
diation we used the professionalism framework to dif-
ferentiate what remediaton level was involved in the
remediation when participants were confronted with
professional behaviour.

Results
Eight focus group interviews with 55 GP clinical supervi-
sors (27 female, 28 male) from four different Dutch GP
training institutes in Leiden (LUMC), Rotterdam (Eras-
musMC), Maastricht (MaastrichtUMC+), and Groningen
(UMCQG) were held. Group sizes ranged from four to nine
participants, with a mean of 7 participants. Designated
professionalism faculty members responsible for attend-
ing to lapses in professionalism from all eight Dutch GP
training institutes participated in the individual inter-
views (4 female, 4 male; 5 GPs, 3 psychologists). The inter-
views were held between summer 2018 and fall 2019.
During the focus group interviews, the GP clinical
supervisors discussed what they perceived as unpro-
fessional behaviours and the likelihood that they could
address and correct this behaviour. The designated pro-
fessionalism faculty members painted a similar picture
regarding what they viewed as unprofessional behav-
iour. However, designated professionalism faculty mem-
bers were confronted with more egregious behaviours,
as milder unprofessional behaviours had already been
remediated by the GP clinical supervisors. An impression
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of the discussions is given below. Illustrative quotes are
used where appropriate and their source coded to denote;
supervisor/faculty (S/F); gender (M/F); and interview
number (n). First, GP residents’ behaviours that were
considered unprofessional are described, then the reme-
diation process that followed.

Unprofessional behaviours

Despite the differences in participants’ formal positions
(GP clinical supervisor or designated professionalism fac-
ulty member), we identified a shared conceptualisation in
pinpointing and assessing unprofessional behaviour. Dur-
ing the first round of open coding of the data it became
clear that most unprofessional behaviours paralleled
the descriptors of the Four I's model. In the subsequent
deductive coding round, we were able to map all initial
codes to the categories of the Four I's model; Involve-
ment; Integrity; Interaction; and Introspection.

When asked which behaviours of GP residents they
considered ‘unprofessional, most GP clinical supervi-
sors and faculty started with the umbrella term ‘being
unteachable! Asked to elaborate on this term, they
referred to residents who were unable to reflect on their
own behaviour and adjust it accordingly. They listed
behaviours including blaming external factors when
receiving critical feedback, not accepting feedback,
resisting change, not being aware of own limitations, or
acting beyond their level of competence (see Table 1.).
According to the participants, these behaviours all illus-
trated a lack of introspection. GP clinical supervisors and
faculty assessed behaviour from this category as very
problematic, since they viewed introspection as indis-
pensable for change. Therefore, they were very outspoken
and decisive in their judgement when they suspected a
lack of introspection.

‘People who actually have no introspection or cannot
show it, you shouldn’t let them enter the GP profes-
sion, because they will end up unhappy. That's nei-
ther good for future patients nor for the residents
themselves! SM6

“They of course receive feedback like, “What you are
doing now is incorrect, do it this way” Then they will
try to learn the ‘trick’ and they often succeed quite
well, but if the setting is different, the ‘trick’ won’t
work. The feedback is not internalised. Explaining to
this kind of residents why they cannot become a GB,
is the most difficult’ FF4

We found two new behaviours that did not match the
descriptors of the Four I's model: ‘Nervous exhaustion
complaints’ and ‘Nine-to-five mentality’ Nervous exhaus-
tion complaints are often referred to by GP clinical
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Table 1 Twenty-four descriptors for unprofessional behaviour observed in GP residents, mapped to the Four I's model

Involvement

Integrity

Absent or late for assigned activities®
Poor reliability?

Poor responsibility?

Poor availability?

Lack of conscientiousness?
Tardiness'

Cutting corners?

Minimal acceptable level of performance’
Poor teamwork'

Not meeting deadlines’

Language difficulties’

Interaction

Poor verbal/non-verbal communication?

Discrimination?
Showing a lack of empathy’
Overly informal behaviour?

Lying?®
Acting without required consent?

Introspection

Blaming external factors rather than own
inadequacies'

Not accepting feedback'

Resisting change'

Not being aware of own limitations'
Acting beyond own level of competence'
Nervous exhaustion complaints>
Nine-to-five mentality’

behaviours mentioned by both groups, GP clinical supervisors alone or faculty alone are indicated with superscripts ', 2 and

supervisors as ‘overload complaints’ These include behav-
iours like burn-out-related symptoms, e.g. being insecure
or anxious, and unclear conditions that cause residents to
drop out for a shorter or longer period of time.

According to both GP clinical supervisors and fac-
ulty, those behaviours illustrated a lack of introspection,
since they illustrated that residents failed to acknowl-
edge their poor fit to practice within the GP community.
During their discussions about why they regarded this as
unprofessional behaviour, GP clinical supervisors came
to the conclusion that apparently the GP community has
implicit expectations of what it takes to be a GP. Resi-
dents do not always notice these implicit expectations,
as illustrated by the following focus group discussion
between GP clinical supervisors:

‘We have implicit expectations ... implicit expecta-
tions of what it takes to be a GP. And if you do not
meet these expectations, you are not entirely suited
for the profession! SM2 ... “This also has to do with
norms. SM2 ‘For example, being ill and then sending
an app the next day: ’I will use this day to recover
SF2 T am never ill. What kind of nonsense is that?’
SM2 “That’s the younger generation mentality! SM2

Behaviours illustrating a lack of integrity, like lying and
acting without required consent (see Table 1), were also
seen as very problematic, but were rarely seen. Besides

these serious unprofessional behaviours, participants
mentioned behaviours illustrating a lack of involvement
or interaction that caused less concern, but which also
needed to be addressed and corrected. Both GP clini-
cal supervisors and faculty gave examples of behaviours
which illustrated a lack of involvement or interaction.

The first category of behaviours considered to be
of lesser concern was a lack of involvement. This was
described as a failure to engage, or inadequate handling
of one’s tasks. GP clinical upervisors and faculty cited
many examples from this category, for example, being
absent or late for assigned activities, minimal accept-
able level of performance and not meeting deadlines (see
Table 1). However, they assessed these behaviours as
being relatively unimportant. They even felt reluctant to
qualify these behaviours as unprofessional, given the high
probability that they could be corrected.

“You know, those smaller things like not being on
time or being a bit shy and therefore difficult in
interaction, or time management, that's also part
of it ... those are all things that we discuss, but then,
at least, there are no doubts whether they can do it.
FM1I

Behaviours illustrating a lack of interaction occurred
more often, but were still rare. Behaviours in this cat-
egory included poor verbal/non-verbal communication,
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Quote

Description Descriptor

... being unable to persist the practice of the profession [which is reflected in being]

insecure, anxious, and in the end burn-out. FF4

... illness after illness and then a pregnancy, with the result that after 2.5 years she still

had not completed her first year of GP internship. FF6

... sheimmediately puts her agenda on the table and says: "l want this... | have to
pick up the children, so | have to leave at five. And | want this. And | am entitled to

compensation”... SM6

I'had a resident who was very much a collective labour agreements resident. He
wouldn't do anything extra. He was in the training practice only for a short time,
because then he would be off to a festival again ... That's a generational thing, | think.

SM2

Burn-out-related symptoms Nervous exhaustion complaints
Unclear conditions

Work according to collective
labour agreements mentality

Nine-to-five mentality

Work according to collective
labour agreements mentality

Younger generation mentality

discrimination, showing a lack of empathy and overly
informal behaviour (see Table 1). Behaviours illustrat-
ing a lack of involvement or interaction were primarily
viewed as problematic only when combined with a lack
of introspection. But, when lack of involvement or inter-
action appeared in isolation, both GP clinical supervisors
and faculty assessed them as teaching opportunities and
considered them part of the resident’s regular learning
process.

‘Professionalism, of course is also a learning point.
So, in that sense you don’t have to qualify behaviour
as unprofessional right away. It is also a competence.
So, you can grow into it, you can also learn things.
Then it doesn’t have to be qualified as unprofes-
sional immediately. SF1

The focus group interviews with GP clinical supervi-
sors yielded 29 different descriptions of unprofessional
behaviours, which were coded into 17 different descrip-
tors. The interviews with faculty yielded 34 different
descriptions, which were coded into 21 different descrip-
tors. Both groups of descriptors largely overlapped,
resulting in 24 unique descriptors of unprofessional
behaviours. Through discussions within the research
team, we concluded that all descriptors expect for two
(‘Nervous exhaustion complaints’ and ‘Nine-to-five men-
tality’), almost seamlessly fitted the original descriptors
of the UGME Four I's model. (Table 1).

Insight into how descriptors were derived from the
data, using examples of the two new descriptors that
were added are shown in Table 2.

Remediation

For both GP clinical supervisors and designated profes-
sionalism faculty members, it appeared difficult to sep-
arate the diagnostic phase, in which the participants try
to explore and understand the unprofessional behav-
iour, from the remediation phase. They described how

exploring the unprofessional behaviour in a conversa-
tion with the resident often already had a remediating
effect. And vice versa: it is not uncommon that the way
in which residents cope with the remediation phase
gives new input for the diagnostic phase.

GP clinical supervisors commented that they use the
same tools to come to a diagnosis of unprofessional
behaviour as GPs use in their diagnostic reasoning.
Most GP clinical supervisors described the identifica-
tion of unprofessional behaviour as a process that starts
with getting a ‘sense of alarm! We distinguished three
types of senses of alarm. The first type is described as a
‘gut feeling’ GP clinical supervisors equate this type of
alarm with the gut feeling they sometimes experience
in diagnostic reasoning. There seems to be something
wrong, but one cannot say exactly what it is.

1t is just your basic GP-skills... It’s the same as
with your patients, it’s a gut feeling. Really the
same feeling you have with these residents’ SM4

The second sense of alarm is described as ‘a loss of
enthusiasm for teaching’ GP clinical supervisors who
experienced these feelings described the resident as
being different from previous trainees they had super-
vised. Guiding such a resident cost a lot more energy,
resulting in GP clinical supervisors questioning their
commitment to the training of residents in general.

‘But if it doesn’t go very smoothly, then the whole
point of the enthusiasm I had in the beginning is
gone ... I had four trouble-free residents with whom
I had a great relationship, I could talk to them
and discuss difficult issues, you name it. But, when
that’s not the case then I think: how much do I even
like this?” SM 1

The third type of alarm can be described as ‘fuss sur-
rounding the resident. Sometimes, other stakeholders
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working closely with the resident complain about them
to the GP clinical supervisor.

‘People at the pharmacy were grumbling at him.
The psychologist at our practice said: "I hear sto-
ries about that guy.” Our assistants also told us: ‘1
get stories about that guy’ It really came from all
sides! SF4

When the GP clinical supervisor has become fully
aware of the sense of alarm, the diagnostic and reme-
diation phases appeared to be intertwined. What fol-
lows varies from an informal ‘cup of coffee conversation’
to formally planned meetings. Further exploration and
understanding, as well as assigning and assessing tasks
often go hand in hand.

“You need to schedule a lot of meetings. A lot of writ-
ing. So, it really is a lot of work. ... Then you can
show what’s wrong. It doesn’t make sense here and it
doesn’t make sense there! SF4

This approach to remediation has a rather informal
character until GP clinical supervisors discover that the
remediation process goes beyond the usual supervision
and coaching. When informal or ‘pedagogical’ feedback
did not improve the situation, most GP clinical super-
visors suspected a lack of introspection as the underly-
ing problem. In these cases, the GP clinical supervisor
made more explicitly use of the Compass — to exactly
pinpoint and assess on which competency domain the
resident was underperforming - and consulted faculty of
the day release program to collaborate on a remediation
plan. When lapses in professionalism persisted, the des-
ignated professionalism faculty member was consulted.

Unlike residents showing unprofessional behaviour in
the categories Integrity, Involvement and Interaction,
residents showing unprofessional behaviour in the Intro-
spection category often seemed resistant to remedia-
tion on deeper levels than just behaviour, namely beliefs,
values and identity. When introspection falls short and
official remediation is needed, GP clinical supervisor
and faculty seem to feel compelled to tighten the reins
and remediate mainly on the more quantifiable level of
behaviour and competencies, as they feel introspection to
be a prerequisite for addressing deeper issues.

‘In conversations together with faculty from the insti-
tute, we simply set a certain threshold: you really
have to be able to do this, for example, in order to be
able to be a GP SM1

Along the way from informal to formal feedback and
from ‘pedagogical’ to stricter feedback, both GP clini-
cal supervisors and faculty feel that their role changes
from that of a supportive coach, which they enjoy, to a
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gatekeeper of the profession or even a police officer,
which they do not enjoy at all.

Discussion

Principal findings

In this study we found that GP clinical supervisors and
designated professionalism faculty members have closely
corresponding conceptualisations regarding unprofes-
sional behaviour among residents, and its remediation.
Furthermore, most unprofessional behaviours paralleled
the descriptors of the original Four I's model and could be
mapped to the categories of the Four I's model. When GP
clinical supervisors were confronted with unprofessional
behaviour in residents, the diagnostic and remediation
phases appeared to be non-consecutive, and intertwined.
GP clinical supervisors and faculty considered behav-
iours from the categories Involvement and Interaction
as needing an informal or ‘pedagogical‘type of remedia-
tion. However, if lack of Introspection or Integrity were
assumed to be the underlying problem (both of which
were seen as very alarming), then both GP clinical super-
visors and faculty felt compelled to move to strict reme-
diation on the more quantifiable levels of behaviour and
competencies.

Comparison with existing literature

Unprofessional behaviours

When GP clinical supervisors and faculty are confronted
with unprofessional behaviour in residents, they use
descriptions of unprofessional behaviours which to a
large extent correspond to the descriptors outlined in the
Four I's model [12, 24].

This Four I's model originated in the UGME setting.
The work we have carried out confirms the continued
value and validity of this model and indicates that only
two new descriptors need to be added to adapt the
original model to a PGME setting. Our results expand
upon the Four I's model by adding the descriptors:
‘Nervous exhaustion complaints’ and ‘Nine-to-five
mentality. These two novel descriptors reflect earlier
literature findings that the current generation of physi-
cians makes different behavioural choices compared to
their older colleagues when certain values are at stake.
This is especially the case in the postgraduate setting.
In this phase of a physician’s career, work-life interfer-
ence can be experienced as especially demanding. As
a reaction, focus can shift from other to self [37-39].
The descriptors and their categorisation in the Four I’s
(Involvement, Integrity, Interaction and Introspection
and), can facilitate timely identification of this behav-
iour and in that way reduce the problem of ‘failure to
fail’ [12, 23].
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Our study further expands on the original Four Is
model by adding difference in assessment when con-
fronted with different I's. Behaviours from the catego-
ries Involvement and Interaction are seen as mild and
as requiring informal pedagogical feedback. In contrast,
behaviours from the Introspection and the Integrity cat-
egories are seen as very alarming and as requiring strict
remediation. This difference is in line with the literature,
as many earlier studies in medical education underline
introspection as an absolute prerequisite for sustainable
change [12, 19, 40—43]. Furthermore, the reluctance of
GP clinical supervisors and faculty to qualify behaviours
in the categories Involvement and Interaction as unpro-
fessional, their emphasis on ‘professionalism being a
competence in which growth can occur’ and their infor-
mal pedagogical approach to behaviour in these two cat-
egories is in line with the literature on PIF [19, 44, 45].
Because reflectiveness is a prerequisite for change, GP
clinical supervisors halt their development-oriented PIF
approach when confronted with behaviour in the Intro-
spection category and ask for expert faculty’s help in fur-
ther remediation [40, 42].

The interweaving of diagnosis and remediation

The tools used by both GP clinical supervisors and desig-
nated professionalism faculty members to identify unpro-
fessional behaviours are very similar to those used by
GPs in their diagnostic reasoning: that is, a combination
of non-analytic and analytic reasoning [46]. GP clinical
supervisors describe the identification of unprofessional
behaviour as a process that starts with getting a ‘sense of
alarm! We found three types of such a sense of alarm: a
‘gut feeling; a ‘loss of enthusiasm for teaching’ and ‘fuss
surrounding the resident’ These automatic, fast-emerging
feelings of ‘something is wrong with this resident but I
cannot figure out what it is yet’ parallels the non-analytic
diagnostic reasoning processes [46]. This difficulty to pro-
vide detailed and focused descriptions of what is actually
wrong reflects the experience that unprofessional behav-
iour often is difficult to pinpoint [12, 21, 24]. However,
GPs are experienced in working with uncertainty: they
use their gut feeling and apply the same methods as when
gut feeling plays a role in the diagnostic processes of a
patient’s complaints [46, 47]. When GP clinical super-
visors recognise a sense of alarm, they slow down and
‘switch to analytical reasoning) in precisely the same way
as when gut feeling emerges in medical decision-making
[46]. In this analytic process, information is gathered,
also using Compass and conversations are planned with
other stakeholders: faculty of the day release program
are then consulted to collaborate on a remediation plan.
When lapses in professionalism persist, the ‘designated
professionalism faculty member’ is consulted. In contrast
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to earlier reports in the medical education literature, we
found that identification of unprofessional behaviour and
its remediation appear not to be consecutive, but rather
intertwined phases [11, 12, 48].

Remediation plans

Remediation plans for GP trainees having difficulties
are mostly formulated in consultation with faculty.
During our interviews, most statements about reme-
diation were made at the level of behaviour and com-
petencies. This can be partly explained by the fact that
participants were primed by the terms ‘unprofessional
behaviour’ and ‘remediation, used by the interviewer.
Another explanation could be that when we asked
participants about remediation, ‘official’ remediation
is what came to mind: this is the kind of remediation
they felt was only needed to guide residents with a
lack of introspection. When introspection is missing,
questions addressing deeper issues like beliefs and val-
ues, identity and mission usually don’t find fertile soil,
because for a discussion on those levels, introspection
is an absolute prerequisite [7, 49]. A last explanation
could be that in the past two decades competencies
have become the dominant language of GP training,
making it difficult to work with a richer vocabulary and
a more holistic view [50].

Strengths and limitations
Where previous studies have explored unprofessional
behaviours and remediation in the UGME setting, the
present study is the first to explore these topics in the
PGME setting. The major strengths of our study include
its open, exploratory nature and its use of a large,
diverse and broadly selected group of participants.
Although we deliberately did not provide the partici-
pants with definitions of the concepts of professional-
ism and remediation, the open, exploratory nature of
the study can also be seen as a limitation, as the partici-
pants may have interpreted these concepts in different
ways. Further, we limited this study to Dutch GP train-
ing institutes. Although the goal of qualitative studies
is not to generalise, having interviewed a diverse group
of 55 GP clinical supervisors in eight focus groups from
four different Dutch GP training institutes and having
interviewed all eight Dutch designated professionalism
faculty members, we provide a rich but contextualised
understanding of unprofessional behaviours and reme-
diation in a PGME setting. Therefore, we think our
study has implications for practice and further research
in PGME.

Being interviewed by a colleague (PB) could have
negatively affected data collection [31]: the partici-
pants might have provided ‘socially desirable’ answers.
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However, the interviewer kept a research journal in
which he reflected on his role in each interview and dis-
cussed this in the research group, which added to the
rigour of the study. Being interviewed by an intrinsically
interested and trustworthy colleague could equally have
a positive influence: participants seemed to experience
a confidential atmosphere with an interviewer who rec-
ognised their daily challenges and thus provided rich
‘inside information’

Implications for research and practice

The results of this research provide GP clinical super-
visors and faculty with an appropriate language to
describe unprofessional behaviours among residents.
The descriptors and their categories can facilitate timely
identification and thus reduce the problem of ‘failure
to fail’ [12, 23]. Further research is needed on the two
novel descriptors: ‘Nervous exhaustion complaints’ and
‘Nine-to-five mentality’ Especially the viewpoint of the
residents needs to be explored as well as whether the
current generation of physicians makes different behav-
ioural choices compared to their older colleagues when
certain values are at stake. Moreover, our findings shed
light on how GP clinical supervisors and faculty reme-
diate these behaviours as well as on areas of poten-
tial improvement and further reduction of the ‘failure
to fail’ problem [12, 23]. Firstly, that a ‘sense of alarm’
concerning a resident always deserves to be reflected
upon by GP clinical supervisors and faculty. Signs of
unprofessional behaviours should be discussed with
the resident as early as possible, giving the resident the
opportunity to adjust the formation of their profes-
sional identity in time. This is especially the case when
a lack of introspection is suspected, as introspection is
a prerequisite for learning, and improving the capacity
for introspection takes time. Secondly, there appears
to be scope for GP clinical supervisors to develop their
remedial skills, especially when confronted with resi-
dents whose introspection is hampered and for whom
a the usual PIF approach is insufficient. The compre-
hensive multi-level professionalism framework might
be of help here. This framework can serve to guide the
remediation of unprofessional behaviour by encourag-
ing reflection on all important levels that influence pro-
fessionalism [7]. Furthermore, in faculty development
courses on professionalism, attention might be paid to
the finding that most GP clinical supervisors suspected
a lack of introspection as the underlying problem when
informal feedback was not followed by improvements.
Supervisors have to be trained in how to distinguish
between residents having a problem in introspection, or
supervisors themselves are insufficiently aware of their
own limitations.
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Further research is needed to identify the best way to
remediate unprofessional behaviours, especially when
introspection is hampered, as well as the suspected
beneficial role of ‘deeper’ levels of the professionalism
framework [7].

Conclusions

The results of this study provide appropriate language
as well as a better understanding of unprofessional
behaviours among GP residents, as well as remediation
of those behaviours, according to GP clinical supervi-
sors and faculty. Most unprofessional behaviours par-
allel the descriptors of the original Four I's model and
can be mapped to the categories of the Four I's model.
The results expand upon the Four I's model by adding
the descriptors: ‘Nervous exhaustion complaints’ and
‘Nine-to-five mentality’ The diagnostic and remediation
phases appear non-consecutive and intertwined. Behav-
iours from the categories Involvement and Interaction
receive an informal or ‘pedagogical‘type of remediation.
Lack of Introspection or Integrity receives strict reme-
diation on the more quantifiable levels of behaviour
and competencies. The findings of this study can assist
timely identification and remediation in the future.

Appendix 1: Interview guide (main questions)
individual interviews with designated
professionalism faculty members and focus group
interviews with GP clinical supervisors

1. What kind of unprofessional behaviour is seen
among GP residents?

2. What is the procedure at your faculty if unprofes-
sional behaviour is reported?

3. How is unprofessional behaviour remediated?

4. Do you have examples of success and failure in reme-
diation?

5. Are there other things we need to know on this
subjects?

Acknowledgments

The authors would like to thank Miami Al-Sabiry (MS) for her valuable help as
observer and independent analyser in the interviews with faculty. The authors
would like to thank Andy Bailey for his valuable help in editing the manuscript.

Authors’ contributions

PB. designed the study, conducted the individual interviews and focusgroup
interviews, performed the analysis of the data and wrote all versions of the manu-
script. V.N. co-designed the study, acted as observer during focusgroup interviews,
performed the analysis of the data and assisted in the writing of the article/the
writing process. MMM. and M.N. assisted in the analysis of the data and assisted in
the writing of the article/the writing process. W.M. and AK. co-designed the study,
performed the analysis of the data and assisted in the writing of the article/the
writing process. All authors read and approved the final version of the manuscript.



Barnhoorn et al. BMC Family Practice (2021) 22:249

Funding
Not applicable.

Availability of data and materials

The datasets used and/or analysed during the current study are available from
the corresponding author (Pieter C. Barnhoorn, p.c.barnhoorn@lumc.nl) on
reasonable request.

Declarations

Ethical approval and consent to participate

All methods were carried out in accordance with relevant guidelines and
regulations. Participants were informed that their involvement was voluntary,
and that data would be treated confidentially. Subsequently, they were asked
to provide informed consent. The Ethical Review Board of the Netherlands
Association for Medical Education (NVMO-ERB) approved the study (dossier
number 1032).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Department of Public Health and Primary Care, Leiden University Medical
Center, Leiden, Hippocratespad 21, Zone VO-P, PO Box 9600, 2300 RC Leiden,
The Netherlands. 2Department of Public Health research institute, Amsterdam
UMC, University of Amsterdam, Amsterdam, the Netherlands. *Department
of Intensive Care Medicine and Academy for Postgraduate Medical Training,
Maastricht University Medical Centre, Maastricht, the Netherlands. “School

of Health Professions Education, Maastricht University, Maastricht, the
Netherlands.

Received: 18 February 2021 Accepted: 13 December 2021
Published online: 20 December 2021

References

1. ReaderTW, Gillespie A, Roberts JJBg, safety. Patient complaints in
healthcare systems: a systematic review and coding taxonomy
2014;23(8):678-689.

2. Schnitzer S, Kuhlmey A, Adolph H, Holzhausen J, Schenk LJIJfQIHC.
Complaints as indicators of health care shortcomings: which groups of
patients are affected? 2012;24(5):476-82.

3. Panagioti M, Geraghty K, Johnson J, Zhou A, Panagopoulou E, Chew-
Graham C, et al. Association between physician burnout and patient
safety, professionalism, and patient satisfaction: a systematic review and
meta-analysis 2018;178(10):1317-1331.

4. Rosenstein AH. The quality and economic impact of disruptive behaviors
on clinical outcomes of patient care. American Journal of Medical
Quiality : The Official Journal of the American College of Medical Quality
2011,26(5):372-379.

5. Hickson GB, Federspiel CF, Pichert JW, Miller CS, Gauld-Jaeger J, Bost P
Patient complaints and malpractice risk. Jama. 2002;287(22):2951-7.

6. Cruess R, Cruess S. Updating the Hippocratic oath to include medicine’s
social contract. Med Educ. 2014;48(1):95-100.

7. Barnhoorn PC, Houtlosser M, Ottenhoff-de Jonge MW, Essers G, Numans
ME, Kramer AWM. A practical framework for remediating unprofessional
behavior and for developing professionalism competencies and a profes-
sional identity. Medical Teacher. 2018:1-6.

8. Barnhoorn PC, Youngson CC. Defining professionalism: Simplex sigillum
veril Medical teacher. 2014;36(6):545-.

9. Mattarozzi K, Sfrisi F, Caniglia F, De Palma A, Martoni MJIJfQIHC.

What patients’complaints and praise tell the health practitioner:
implications for health care quality. A qualitative research study
2017;29(1):83-89.

20.

AR

22.

23.

24.

25.

26.

27.

28.

29.

Page 10 of 11

LiH, Ding N, Zhang Y, Liu Y, Wen D. Assessing medical professionalism:
a systematic review of instruments and their measurement properties.
PLoS One. 2017;12(5):e0177321.

. Mak-van der Vossen MC, de la Croix A, Teherani A, van Mook W, Croiset G,

Kusurkar RA. A road map for attending to medical students’ professional-
ism lapses. Academic Medicine : Journal of the Association of American
Medical Colleges. 2019;94(4):570-8.

Mak-van der Vossen M, Teherani A, van Mook W, Croiset G, Kusurkar RA.
How to identify, address and report students’ unprofessional behaviour in
medical school. Medical Teacher. 2020;42(4):372-9.

Papadakis MA, Hodgson CS, Teherani A, Kohatsu ND. Unprofessional
behavior in medical school is associated with subsequent disciplinary
action by a state medical board. Academic Medicine : Journal of the
Association of American Medical Colleges. 2004;79(3):244-9.

Papadakis MA, Teherani A, Banach MA, Knettler TR, Rattner SL, Stern DT,
et al. Disciplinary action by medical boards and prior behavior in medical
school. N Engl J Med. 2005;353(25):2673-82.

Teherani A, Hodgson CS, Banach M, Papadakis MA. Domains of unprofes-
sional behavior during medical school associated with future disciplinary
action by a state medical board. Academic Medicine : Journal of the
Association of American Medical Colleges. 2005;80(10 Suppl):S17-20.
Papadakis MA, Arnold GK, Blank LL, Holmboe ES, Lipner RS. Per-
formance during internal medicine residency training and subse-
quent disciplinary action by state licensing boards. Ann Intern Med.
2008;148(11):869-76.

Krupat E, Dienstag JL, Padrino SL, Mayer JE Jr, Shore MF, Young A, et al. Do
professionalism lapses in medical school predict problems in residency
and clinical practice? Academic Medicine : Journal of the Association of
American Medical Colleges. 2020;95(6):888-95.

Irby DM, Hamstra SJ. Parting the clouds: three professionalism frame-
works in medical education. Academic Medicine : Journal of the Associa-
tion of American Medical Colleges. 2016.

Cruess RL, Cruess SR, Boudreau JD, Snell L, Steinert Y. A schematic
representation of the professional identity formation and socialization of
medical students and residents: a guide for medical educators. Academic
Medicine : Journal of the Association of American Medical Colleges.
2015;90(6):718-25.

Barnhoorn PC. Shared decision making seen through the lens of profes-
sional identity formation. Patient Educ Couns. 2020;103(7):1446-7.

van Mook WN, van Luijk SJ, Zwietering PJ, Southgate L, Schuwirth LW,
Scherpbier AJ, et al. The threat of the dyscompetent resident: a plea to
make the implicit more explicit! Advances in Health Sciences Education :
Theory and Practice. 2015;20(2):559-74.

van den Goor M, Silkens M, Heineman MJ, Lombarts KJTJHQ. Investi-
gating Physicians'Views on Soft Signals in the Context of Their Peers’
Performance 2018;40(5):310-317.

Ziring D, Frankel RM, Danoff D, Isaacson JH, Lochnan HJAM. Silent wit-
nesses: faculty reluctance to report medical students’ professionalism
lapses 2018;93(11):1700-1706.

Mak-van der Vossen M, van Mook W, van der Burgt S, Kors J, Ket JCF,
Croiset G, et al. Descriptors for unprofessional behaviours of medical stu-
dents: a systematic review and categorisation. BMC medical education.
2017;17(1):164.

Papadakis MA, Paauw DS, Hafferty FW, Shapiro J, Byyny RL. Perspec-

tive: the education community must develop best practices informed

by evidence-based research to remediate lapses of professionalism.
Academic Medicine : Journal of the Association of American Medical
Colleges. 2012,;87(12):1694-8.

Pirie J, Amant LS, Takahashi SGJBme. Managing residents in diffi-

culty within CBME residency educational systems: a scoping review
2020;20(1):1-12.

Cooke M, Irby DM, O'Brien BC. Educating physicians: a call for reform of
medical school and residency: John Wiley & Sons; 2010.

Chaou C-H, Monrouxe LV, Chang L-C, Yu S-R, Ng C-J, Lee C-H,

et al. Challenges of feedback provision in the workplace: A
qualitative study of emergency medicine residents and teachers
2017;39(11):1145-1153.

Bergman E, de Feijter J, Frambach J, Godefrooij M, Slootweg |, Stalmeijer
R, et al. AM last page: A guide to research paradigms relevant to medical
education 2012;87(4):545.


p.c.barnhoorn@lumc.nl

Barnhoorn et al. BMC Family Practice (2021) 22:249 Page 11 of 11

30. Kiger ME, Varpio LIMT. Thematic analysis of qualitative data: AMEE Guide
No. 131.2020:1-9.

31. Richards H. Emslie CJFp. The ‘doctor’or the ‘girl from the university'? Con-
sidering the influence of professional roles on qualitative interviewing.
2000;17(1):71-5.

32. Tong A, Sainsbury P, Craig Jljfgihc. Consolidated criteria for reporting
qualitative research (COREQ): a 32-item checklist for interviews and focus
groups. 2007;19(6):349-57.

33. Tromp F, Vernooij-Dassen M, Grol R, Kramer A, Bottema BJPe, counseling.
Assessment of CanMEDS roles in postgraduate training: the validation of
the Compass 2012;89(1):199-204.

34, Varpio L, Ajjawi R, Monrouxe LV, O'Brien BC, Rees CEJMe. Shedding the
cobra effect: problematising thematic emergence, triangulation, satura-
tion and member checking 2017;51(1):40-50.

35. TaiJ, Ajjawi R. Undertaking and reporting qualitative research. Clin Teach.
2016;13(3):175-82.

36. Starks H, Brown TS. Choose your method: a comparison of phenom-
enology, discourse analysis, and grounded theory. Qual Health Res.
2007;17(10):1372-80.

37. Zhou AY, Panagioti M, Esmail A, Agius R, Van Tongeren M, Bower PJJNO.
Factors Associated With Burnout and Stress in Trainee Physicians: A
Systematic Review and Meta-analysis. 2020;3(8):e2013761-¢.

38. Langballe EM, Innstrand ST, Aasland OG, Falkum EJS, Health. The predic-
tive value of individual factors, work-related factors, and work-home
interaction on burnout in female and male physicians: a longitudinal
study 2011;27(1):73-87.

39. Thaxton RE, Jones WS, Hafferty FW, April CW, April MDJWJoEM. Self vs.
Other Focus: Predicting professionalism remediation of emergency
medicine residents 2018;19(1):35.

40. Mak-van der Vossen MC, de la Croix A, Teherani A, van Mook WN, Croiset
G, Kusurkar RAJAIHSE. Developing a two-dimensional model of unprofes-
sional behaviour profiles in medical students. 2019,24(2):215-32.

41. Mak-van derVossen MC, van Mook WN, Kors JM, van Wieringen WN, Peer-
deman SM, Croiset G, et al. Distinguishing Three Unprofessional Behavior
Profiles of Medical Students Using Latent Class Analysis. Academic
medicine : journal of the Association of American Medical Colleges. 2016.

42. Verkerk MA, De Bree M, Mourits MJJJome. Reflective professionalism:
interpreting CanMEDSprofessionalism”. 2007;33(11):663-6.

43. Berger AS, Niedra E, Brooks SG, Ahmed WS, Ginsburg SJAM. Teaching
professionalism in postgraduate medical education: A systematic review
2020;95(6):938-946.

44, Cruess RL, Cruess SR, Steinert Y. Amending Miller's pyramid to include
professional identity formation. Academic Medicine : Journal of the
Association of American Medical Colleges. 2016;91(2):180-185.

45. Sawatsky AP, Santivasi WL, Nordhues HC, Vaa BE, Ratelle JT, Beckman TJ,
et al. Autonomy and professional identity formation in residency training:
a qualitative study. 2020.

46. Stolper E, Van de Wiel M, Van Royen P, Van Bokhoven M, Van der Weijden
T, Dinant GJJJogim. Gut feelings as a third track in general practitioners’
diagnostic reasoning 2011,26(2):197-203.

47. Stolper E, Van Royen P, Van de Wiel M, Van Bokhoven M, Houben P,

Van der Weijden T, et al. Consensus on gut feelings in general practice
2009;10(1):1-6.

48. Domen REJAJOCP. Resident remediation, probation, and dismissal basic
considerations for program directors. 2014;141(6):784-90.

49. Korthagen FA. In search of the essence of a good teacher: towards

a more holistic approach in teacher education. Teach Teach Educ.
2004,20(1):77-97.

50. Jarvis-Selinger S, Pratt DD, Regehr GJAM. Competency is not enough:
integrating identity formation into the medical education discourse
2012,87(9):1185-1190.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC




	Unprofessional behaviour of GP residents and its remediation: a qualitative study among supervisors and faculty
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study design
	Study context
	Participants and procedure
	Data analysis

	Results
	Unprofessional behaviours
	Remediation
	Discussion
	Principal findings
	Comparison with existing literature
	Unprofessional behaviours
	The interweaving of diagnosis and remediation
	Remediation plans


	Strengths and limitations
	Implications for research and practice
	Conclusions
	Acknowledgments
	References


